Program directors were contacted when program eligibility was uncertain. Eligible programs (1) provided loan repayment or direct financial incentives during the study period to any health professionals (apart from nurses solely below the master's level) and (2) required clinical service in underserved communities or practices.
We e-mailed questionnaires to all program directors of identified programs, which asked about changes in funding during the 4-year study period and requested tabulation of clinicians by each discipline serving in 2010. Nearly complete survey responses were received from 96 of 99 eligible programs (97%). Missing clinician count data were estimated for 1 or more missing disciplines in 8 programs (9%) using other information from questionnaires (eg, workforce figures for earlier years; n = 5 programs), secondary data (eg, a program report available online; n = 1 program), and a combination of these sources (n = 2 programs).
Results | States offered a total of 93 programs in 2010; 55 were solely state-funded loan repayment programs, 27 were joint state and NHSC loan repayment programs, and 11 were direct financial incentive programs (Table) . The number of programs increased from 87 in 2007, with 12 programs created and 6 programs losing all funding (another 6 programs lost then regained funding after 1 or 2 years). All states except Florida, Hawaii, and Mississippi offered at least 1 program during this period.
A total of 3325 clinicians served in state programs as of 2010, with 1288 physicians constituting the single largest discipline (Table) . Solely state-funded loan repayment programs fielded the largest workforce with 2284 clinicians, and they supported the highest number and proportion of mental health practitioners among the 3 program types. The number of participating clinicians varied across states from 2 to 488 ( Figure) .
Discussion | Loan repayment programs play a prominent role in efforts by states to meet the health workforce needs of underserved communities. Generally, they weathered the first years of the worldwide recession with modest growth in total program numbers. The 1395 primary care clinicians (physicians, physician assistants, nurse practitioners, and certified nurse midwives) serving in solely state-funded The authors did not look specifically at end-of-life costs and the savings generated by a physician who keeps a patient out of the hospital through the appropriate provision of palliative or hospice services would not be counted.
For example, if a nonambulatory patient with dementia and living in a nursing home rolled out of bed and broke her hip but did not have surgery, this event would not count as a preventable ED admission according to the methods used in the study, even though nonoperative management may be the best approach.
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The authors concluded that 41.0% of ED costs for high-cost patients were potentially preventable. A recent study estimated the downstream costs of ED care may be as high as 10% of the total US health care costs, 3 which implies there are more total cost savings than they calculated. In addition, in the Discussion section, the authors wrote: "Our findings regarding the effect of primary care and specialty care on per-capita preventable costs are somewhat in contrast to prior work by Baicker and Chandra demonstrating that states with high primary care supply had lower costs and higher quality for their Medicare beneficiaries … ."
The study by Baicker and Chandra 4 found a correlation between higher quality and lower costs and family physician supply, not all primary care physician supply. There is no evidence that internist or pediatrician supply is associated with higher quality and lower costs. In fact, higher internist supply is associated higher ED use, more hospital admissions, and higher costs; the opposite is true for family physicians. 5 There are differences among primary care physicians that result in system effects that the authors did not capture or analyze, which is an important limitation of their study.
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